The Perceived Health Competence Scale (PHCS) is a measure of self-efficacy regarding general health-related behaviour. This brief paper examines the psychometric properties of the PHCS in a UK context. Questionnaires containing the
PHCS, the SF-36 and questions about perceived health needs were posted to 486 patients randomly selected from a GP practice list. Complete questionnaires were returned by 320 patients. Analyses of these responses provides strong evidence for the validity of the PHCS in this setting. Consequently, we conclude that the PHCS is a useful addition to measures of global self-efficacy and measures of self-efficacy regarding specific behaviours in the toolkit of health psychologists. This range of selfefficacy assessment tools will ensure that psychologists can match the level of specificity of the measure of expectancy beliefs to the level of specificity of the outcome of interest.
Validity of the PHCS 3
Validity of the Perceived Health Competence Scale in a UK Primary Care Setting Self-efficacy has been shown to be strongly, positively and consistently related to health status (Holden, 1991; McGowan, 1997; Tedesco, Keffer, Davis & Christersson, 1993) and to be an independent predictor of health-related behaviours such as smoking cessation (Dornelas, Sampson, Gray, Waters & Goethe, 1997) , exercise behaviour change (Meland, Maeland & Laerum, 1999) and the consumption of a healthy diet (Brug, Lechner & DeVries, 1995) .
However, many investigators are interested in outcomes at the level of general health-related behaviour, such as that measured by the single secondary factor underlying the Health Promoting Lifestyle Profile (Walker, Sechrist & Pender, 1987) .
Given that the level of specificity of an instrument designed to assess expectancy beliefs should match the level of specificity of the outcomes or behaviours that one wishes to predict (Smith, Wallston & Smith, 1995) , measures of expectancy beliefs at this intermediate level have been developed, for example, the Multidimensional Health Locus of Control Scale (Wallston, Wallston & DeVellis, 1978) and, in the case of self-efficacy, the Perceived Health Competence Scale (Smith et al., 1995) .
The Perceived Health Competence Scale (PHCS) has been used, for example, to predict various health behaviours in older adults (Marks & Lutgendorf, 1999) , to compare health-related self-efficacy between people with chronic obstructive pulmonary disease and chronic heart failure (Arnold et al., 2005) , to predict psychosocial health outcomes in women with breast cancer (Arora et al., 2002) , and to predict adherence in renal dialysis (Christensen, Wiebe, Benotsch & Lawton, 1996) . Smith et al. (1995) provide evidence for the reliability and validity of the PHCS across a range of groups in the USA. The purpose of this paper is to investigate the psychometric properties of the PHCS with a UK sample.
Validity of the PHCS 4 Method A questionnaire containing the PHCS, the Short Form 36 (SF-36: Ware, Snow, Kosinski & Gandek, 1993) , and other single-item questions about health needs was administered to 486 patients randomly selected from the practice list of patients registered with a group of GPs. Questionnaires were completed by 66% of these patients (133 males, 187 females; median age range = 35-44 years).
The PHCS has eight items, to which responses are chosen from a 5-point Likert scale ranging from "strongly agree" to "strongly disagree". Scores from each item are averaged to produce an overall score, with higher values indicating a stronger perception of health competence. The SF-36 is a 36 item measure of general health status, which assesses eight domains: physical functioning, social functioning, general health, bodily pain, vitality, mental health, role limitations due to physical problems and role limitations due to emotional problems. The single-item questions asked participants whether or not they have a long term illness, who takes the main decisions affecting their health, whether they had failed to obtain help with healthrelated problems within the past six months and to what extent they perceive greater access to primary care services designed to address health-related behaviours would be helpful.
Results

Construct validity
A factor analysis confirmed the single factor structure underlying the PHCS scale, explaining a total of 56% of the variance (factor loadings are provided in Table   1 ). Cronbach's alpha was high (0.91).
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Normative and descriptive data Mean (SD) PHCS score for males was 3.78 (0.91) and 3.56 (0.84) for females.
The mean (SD) score for the entire sample (n = 320) was 3.65 (0.88). This mean differs significantly (t = 2.513, p = .012) but not importantly (Cohen's d = 0.16) from an adult sample (n = 100, M = 3.77, SD = 0.64) used in the original validation of the PHCS in the USA (Smith et al., 1995) . Table 2 shows that PHCS scores decrease with age. The post hoc differences were statistically significant when comparing 15 to 34 year olds with 45 to 65 year olds.
Discriminant validity
To examine the discriminant validity of the PHCS, comparisons were made between the PHCS scores and the single-item questions (see Tables 3 and 4) . Table 3 shows a large difference in PHCS scores between those with and those without a long term illness and medium to large associations between PHCS scores and healthrelated activities. Table 4 suggests that higher perceived health competence is associated with less perceived need for lifestyle advice or increased health checks.
Concurrent validity
As self-efficacy has been shown to be strongly, positively and consistently related to health status, evidence for the concurrent validity of the PHCS was found in 
Discussion
This brief report examined the psychometric properties of the PHCS in a UK sample. The scores on the PHCS and the nature of the relationships between the PHCS and other variables found in the present study are similar to results found in previous research in non-UK samples (Arora et al., 2002; Rueda & Perez-Garcia, 2006; Smith et al., 1995) .
The PHCS appears to be explained adequately by a single factor and scores on the PHCS are associated with other variables in the expected manner. Findings indicate that people who report seeking help for health-related problems (as opposed to failing to do so) or taking decisions about their own health (as opposed to leaving these decisions to others) have significantly and substantially higher scores on the PHCS. The PHCS, therefore, seems to be moderately to strongly associated with health-related behaviours, at the general health level. The present study also found that those with higher PHCS scores are less likely to desire advice or help with their health or health-related behaviours.
In summary, this brief report provides evidence for the validity of the PHCS when used among a UK sample. It appears to be a very useful, brief assessment of self-efficacy in relation to general health and consequently it is recommended for use.
Given the sound psychometric properties of the PHCS and the evidence to suggest its importance as a predictor of health-related behaviour and outcomes, it is surprising that this instrument is not more widely used and there continues to be a reliance on global measures such as the Generalised Self-Efficacy Scale (Schwarzer & Jerusalem, 1995) , regardless of the level of specificity of the outcome under Validity of the PHCS 7 examination (against the recommendations of the authors: Schwarzer & Fuchs, 1996) .
Perhaps the reluctance to use the PHCS in the UK stems from the lack of norms. The present study has addressed this. However, a head-to-head comparison of the predictive power of the PHCS and a measure of global self-efficacy would be a useful next step in determining whether or not the PHCS has any added value in situations where the outcome of interest is general health-related behaviour. 
